WHEN ONE SPEAKS of drug abuse among the elderly, one rarely refers to the abuse of illicit drugs. While alcoholism (a real problem) and use of illicit drugs by the elderly does, indeed, exist, the vast majority of abuse concerns the misuse of legal drugs, both prescription and nonprescription.
Statistics show that elderly persons living in the community and having supplemental medical insurance receive approximately 18 prescriptions per year. Contrary to a general "feeling," the vast majority of noninstitutionalized older persons do not use psychotropic drugs, and those who do take them usually do not overuse them. Statistics also show that almost 70 percent of noninstitutionalized elderly use nonprescription drugs after self-diagnosis and self-selection of those drugs and, most often, neither the primary physician nor the pharmacist is aware of the use of these drugs.
Almost 30 percent of residents in nursing homes receive as many as 8 drugs daily; in some cases, the figure rises to 10 or 12 drugs. The drugs most often used in nursing homes are analgesics, cardiovascular agents, diuretics, laxatives, psychotropics, and vitamins.
Thus, it is quite apparent that, in order to reduce misuse of drugs by the elderly, we need to focus on the inappropriate use and overuse of prescription and nonprescription drugs.
Who Is Responsible?
While the use of six to eight drugs for one patient may, on the surface, appear to be abuse, this is not necessarily true. The patient with diabetes, hypertension, a urinary tract infection, arthritis, anemia secondary to the treatment of arthritis, and arrhythmias (which describe many of the elderly who are apparently fit and lead independent lives) may well need a high number of drugs to control and manage this multiple pathology. On the other hand, it has been shown that many elderly persons taking digoxin do not need it. The same holds true for diuretics, iron, psychotropic drugs, and many other agents. It is, therefore, often not easy to determine abuse and misuse; nevertheless, they occur probably more often than we care to admit.
Who is responsible?-federal policies and private insurance carriers, the pharmaceutical industry, educational institutions, the primary provider, and the patient himself.
Federal Policies and Private Insurance Carriers
Federal regulations mandate monthly drug regimen review, by pharmacists, of all federally financed patients in skilled nursing facilities. Moreover, judging this activity to be both cost-efficient and of patient benefit, the government intends to extend this requirement to residents in intermediate care facilities. Yet, this must remain a less-than-optimal activity as long as there are no proper reimbursement policies and as long as the degree of responsibility is not matched by a corresponding authority.
Furthermore, drug misuse and overuse could be reduced if the potential were to be recognized for pharmacists to take a more active role in preventive care (both primary and secondary) by bringing to the attention of the primary physician the problems the elderly may face, before these problems become serious medical disorders. It is essential, too, that pharmacists enter strongly into the field of home health care. An example illustrates the need for this step.
An 81-year-old, white female was hospitalized with massive cardiac insufficiency. At the time of hospitalization, she was taking an antihypertensive, an anticoagulant, nitroglycerin, a long-acting nitrate, and a diuretic (among other drugs). On discharge, three weeks later, she received another long-acting nitrate, nitropaste, another diuretic, digoxin, and another antihypertensive. At home, she resumed taking her old drugs (which had been given back to her in the hospital) and started on the new drugs. Obviously, there had been no discussion of any kind as to her drug regimen. Incidentally, massive gastrointestinal upset and vomiting was then treated, after telephone discussion, with ice chips. Clearly, a pharmacist's visiting the home right after the return of the patient could have prevented these overdoses and overmedications.
The Pharmaceutical Industry
Unquestionably, great strides have been made in the development of new drugs. Many are now released with Drug Intelligence and Clinical Pharmacy VOL 17
good kinetic data and an extensive pharmacologic data base. Nevertheless, many new drugs, immediately advocated for the elderly, have not been extensively tested, if at all, in older adults. A geriatric dosage is often neither known nor suggested. Yet, as a therapeutic principle, a disease should be treated with the lowest effective dosage of a drug, and thus, we need to know more about geriatric dosages. There must be stronger emphasis on possible drug-disease interactions, so that reports similar to the ones that have appeared regardingthe adverse effect of timolol on stabilized elderly asthmatic or congestive-heart-failure patients need not recur. Finally, it is probaby not unreasonable, in light of the burgeoning literature, that there be some indication of the effect of long-term use of drugs, particularly on an elderly patient's nutritional status.
Educational Institutions
Didactic instructions in geriatric medicine and gerontology are still the exception in most medical and pharmacy schools. Even now, experiential training most often takes place in acute-care hospitals, and we see only a beginning of inclusion of long-term-care institutions in the educational system. This development must accelerate, as those who graduate now will see a patient population consisting of perhaps 50-60 percent elderly in about 20-25 years. They must be prepared to meet this enormous challenge.
Furthermore, in academic institutions, generally, there is insufficient research regarding the action of drugs, the drug-taking behavior of older adults, or the prescribing patterns of primary providers for older adults.
The Provider
Care of the older adult demands an interprofessional approach and close cooperation among medicine, nursing, and pharmacy if it is to be successful and if drug overuse and misuse are to be minimized. Many instances can be cited in which the provider apparently contributes to drug misuse among the elderly.
Failure to Consider and Use Other (Nondrug) Patient Management Procedures. The exclusive use of psychotropic drugs, when psychiatric support or manipulation of some environmental problem may be helpful or, indeed, necessary, is one example of this failure. The exclusive use of laxatives instead of suggesting exercise, fluid intake, and fiber intake provides another example.
Inaccurate Diagnosis. The atypical presentation of many elderly patients should be well recognized by those who prescribe and/or recommend nonprescription drugs. It is, furthermore, reasonable to assume that the elderly, often receiving many drugs, may exhibit altered laboratory test values, due to both the aging process and drug interactions.
Inaccurate Drug Treatment. One still sees aspirin used for gout and systemic antibiotics for infections in target organs that are no longer properly perfused. Inaccurate treatment also occurs when the wrong dosage form is selected (e.g., oral carbenicillin for a pseudomonal infection of a surgical incision) or when a patient is switched from one dosage form (phenytoin capsules) to another (phenytoin suspension).
Failure to Consider Drug Interactions. Drug-drug interactions probably occur much more frequently than they are documented. However, the interaction and its effect are likely to be difficult to recognize in a complex clinical case. It is somewhat disturbing that the emphasis is placed primarily on drug-drug interactions.
It is most likely that drug-disease interactions occur even more frequently in the elderly patient with multiple pathology; further, it is likely that this type of interaction is much more predictable and, therefore, preventable, than drug-drug interactions. It is, I think, also mandatory that more attention be directed to the effect that drugs have on laboratory test values and the effect that long-term drug administration has on a patient's nutritional status. An increasing volume of literature is now available, which attests to the fact that drugs do, indeed, deplete elderly patients of vital minerals and vitamins, often leading to symptomatology that is then ascribed to old age rather than to drugs.
Overmedication. Overmedication (drug misuse) occurs when there is unjustified use of a drug, that is, when there is no proper indication for the use of a particular drug (e.g., iron) or when a drug is ineffective for the condition being treated (as often happens when ascorbic acid is used to acidify the urine). Overmedication also may occur when there is available a more effective or less hazardous drug than the one being used. (Drugs posing the greatest risk to elderly patients are the antihypertensives, the antiparkinsonians, the psychotropics, and digoxin.) An example of this problem is the use of cephalosporins as a first-line antibiotic. Other examples include when a less costly drug is available (most prescribers, unfortunately, are not aware of the cost of drugs), when open-ended prescriptions are written (particularly for antidepressants, sedatives, and hypnotics), or when prescriptions automatically are refilled after a discussion between the pharmacist and the office nurse.
Most often, though, overmedication occurs when drugs are prescribed in excessive dosages or for an excessive duration of time. These are the two factors that are probably most often responsible for the increasing incidence of adverse drug reactions in the elderly patient. The effect of the initial dose of a drug (still lacking proper guidelines) must be closely monitored, and the dose must be adjusted according to patient response. Such drugs as iron, analgesics, psychotropics, digoxin, diuretics, and others often are started and, in the absence of periodic reevaluation, are continued needlessly.
Failure to Consider Drug Characteristics. We do not know nearly enough about the age-related and diseaserelated effects of drugs. Nevertheless, there has become available much more information on the age-and disease-related alteration of the kinetics of drugs. Failure to consider these effects often can lead to overdoses and the inappropriate use of drugs.
Failure to Consider Patient Characteristics. Clearly, the effects of primary, secondary, and sociogenic aging combine in the elderly to lead to unpredictable drug effects. For most elderly patients, it must be assumed that there is impaired kidney function, and the dosage of drugs primarily eliminated by the kidneys should be adjusted accordingly. According to the British literature, this is the one fact most often overlooked in the treatment of elderly patients.
Failure to Consider Patient's Life-Style and Quality ofLife. Often drugs are prescribed without taking into consideration the patient's life-style or the effect of the drug on the patient's quality of life. Dry mouth and gastrointestinal upset, as well as blurred vision, may seem minor side effects to the provider, but they may loom large in the patient's mind, often leading to noncompliance. A diuretic, prescribed to be taken in the morning, may prevent the patient, for example, from going shopping, also leading to noncompliance.
Failure to Give Clear Patient Instructions. Finally, the patient should receive clear instructions regarding the drug regimen: what is the drug, why has it been prescribed, what should it accomplish, and how long will it have to be taken? Patient instructions on how to take the drug-detailed, descriptive, and easily understandable-are the responsibility of all providers, and the instructions should be shared with family members or significant others. Finally, instructions are of no value if those who give them do not assure themselves that the patient understands them.
The Patient
As the discussion so far has detailed, drug misuse by the elderly is not only the result of action or inaction by the elderly patient. Nevertheless, the elderly (as well as any other patients) may contribute importantly to drug misuse.
Acceptance ofPhysical Limitations. The elderly often accept physical limitations as a normal concomitant of aging. Such limitations as fatigue, lethargy, confusion, difficulty in walking, forgetfulness, and others often may be the by-product of drug action (the {3-blockers apparently are more often responsible for fatigue than formerly believed). All of these disorders easily could be ascribed to the effect of aging, rather than to drugs, thus, leading to drug misuse.
Self-Referral and Chief Complaint. The elderly are often poor in self-referral. This means that even minor problems, if left unattended, can become major disorders, mandating the use, then, of potent drugs. Often, the elderly patient presents only the chief complaint, even though he may have three or four complaints, because he does not wish to bother the busy practitioner and take too much time. The lack of a complete data base can lead to inappropriate drug use.
Change in Dietary Intake. Unless conveyed to or recognized by the provider, a change in dietary intake can lead to unanticipated drug actions. These changes can range from an increased salt intake (the taste buds responsible for salt taste disappear first), a changed intake of protein (altered albumin levels, altered urinary pH), and changes in fiber and fluid intake (constipation) to increased intake of sugar-containing foods (upset of diabetic diet). All of these can lead to altered drug effects or to the use of drugs when a further change in diet could be more beneficial to the patient.
The Elderly and Restorative Devices. For various reasons, ranging from transportation difficulties to economic problems, many elderly may not get the glasses needed to correct vision, nor obtain hearing aids EDITORIALS when necessary, nor bother to replace lost dentition. Altered and diminished sensory input (particularly auditory disturbances) can lead to (1) depression, which is then treated inappropriately with drugs, (2) lack of understanding of patient instructions, and (3) societal withdrawal. Altered dentition, of course, often leads to altered nutritional intake and its attendant problems.
Self-Medication. Probably in an effort to retain as much independence as possible and to save money, the elderly use nonprescription drugs increasingly with age. Yet, these drugs often can interact adversely with a prescribed drug regimen and can lead to adverse drug effects and economic loss when inappropriate drugs are purchased. Most often, the provider is not consulted (a typical reflection of elderly patients' hesitancy to ask questions). Yet, their ability to self-diagnose and, based on that diagnosis, to self-select a medication may be impaired.
Use of Multiple Physicians and Pharmacies. To achieve expert care (presumably given only by specialists) and/or save money, the elderly patient often sees several physicians and patronizes more than one pharmacy. In effect, this means that nobody really "manages" this patient, nor does anyone person know precisely all the drugs the patient takes. This, of course, can lead to duplication in drugs and to overdoses, as well as to adverse drug reactions and interactions.
Exchange of Drugs with Friends. Even a short visit to a senior-citizen apartment house will produce evidence that "drug swapping" is prevalent. Most likely, this originates from a sincere desire to help a friend (it helped me, therefore, it will help you) and from a mutual desire to save money.
Use of Outdated Drugs. The elderly vociferously demand that the expiration date be shown on all prescription labels. Often, in an effort to save, they will not use a full course of therapy and will save the remaining drug for future use. This is an understandable action, and having expiration dates on the label may help avoid the use of outdated drugs.
Drug Defaulting. Drug defaulting is probably high. Even if it were not higher than in other adults, the possible adverse effects of drug defaulting may be more severe in the elderly, who also may not be able to recover as easily as others from the adverse effects. Omission of a dose, too many doses, incorrect administration times, poor drug storage, and the failure to have a prescription filled or refilled all fall under this category. All of these may have important adverse clinical consequences, pointing to the need for effective patient consultations, a responsibility shared by all providers.
Summary
Although specific statistics are lacking, it is highly probable that drug misuse is prevalent among the elderly. However, drug misuse is not the sole responsibility of the elderly patient, but something for which responsibility must be accepted and shared by many in the medical care system.
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